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Inferior vena cava penetration is a rare and life-threatening complication of percutaneous nephrostomy.
This report describes our experience of successful nonsurgical management and smooth admission
course. No similar case has been reported to our knowledge.
Copyright  2013, Taiwan Urological Association. Published by Elsevier Taiwan LLC.1. Introduction
Percutaneous nephrostomy (PCN) is a common procedure for
urinary diversion and maintenance of renal function. The incidence
of PCN complication is mainly related to a puncture site and route.
Inferior vena cava (IVC) penetration is always a potential compli-
cation due to its anatomic relation, although no such complication
has been previously reported.2. Case report
A 67-year-old female was a patient of bladder cancer, cT4N2M1,
with bilateral hydronephrosis. Her body mass index (BMI) was
19.97 kg/m2 (height: 155 cm, body weight: 48 kg). Because a left
atrophic kidney was noted, right PCN was performed to preserve
renal function. She received regular follow-up in the urology
outpatient department for right PCN function evaluation and
revision. However, an episode of revision difﬁculty was noted and a
resistance was encountered when changing a new pigtail catheter.
Thus, a semi-rigid, blunt, plastic tube was used as introducing an
inner stent for PCN revision. Unfortunately, bloody drainage from
the PCN catheter and mild abdominal pain were noted after the
revision procedure. Advanced PCN insertion depth was revealed.
Therefore, she was immediately transferred to the emergencyaohsiung Medical University
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ciation. Published by Elsevier Taiwdepartment for further evaluation. Emergent abdominal computed
tomography (CT) revealed the tip and the inﬂated balloon in the IVC
(Fig. 1).
After consultation with a cardiovascular specialist, conservative
treatment and attempting to remove the PCN catheter were sug-
gested because current stable hemodynamic conditions were
noted. Prior to removing the PCN catheter, we set sufﬁcient vital
sign monitors. In addition, coagulation parameters checkup,
injection of hemostasis agent, and blood transfusion were done for
the high risk of massive bleeding. Then, the PCN catheter was
withdrawn with direct right abdomen compression by a 500 mL
bottle and tight sponge. Ten hours later, abdominal CT for re-
evaluation showed neither massive bleeding from the IVC pene-
trating wound nor direct signs of massive ﬂuid accumulation over
the retroperitoneal cavity (Fig. 2). Abdominal compression was
released after 12 hours. Her vital sign remained stable. She was
then admitted to a general ward for further care including complete
bed rest, prophylactic antibiotics, and homeostasis agent usage. An
ultrasound-guided right PCN was done smoothly on the second
day. The admission course was smooth without any severe conse-
quence. Aggressive intervention or emergent surgery was not
needed.3. Discussion
PCN is a common procedure for urinary diversion and mainte-
nance of renal function. Among the variant clinical etiologies, uri-
nary obstruction is the most common condition and is responsiblean LLC. Open access under CC BY-NC-ND license.
Fig. 1. Abdominal computed tomography after percutaneous nephrostomy revision
shows the tip and the inﬂated balloon in the lumen of the inferior vena cava.
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for reasons such as hemorrhagic cystitis, urinary ﬁstulas, antegrade
ureteral stent, and access for percutaneous nephrolithotomy. The
incidence of PCN complications is mainly related to puncture site
and route. Puncture site selection is crucial inminimizing the risk of
hemorrhage; generally, aiming at a lower dorsal calyx as target and
posterolateral puncture site always reduces the risk of complica-
tions. The collecting system can be localized by ultrasonography,
ﬂuoroscopy, or computed tomography.1,2 However, every modality
has certain limitations and risks.1e3
Unusual major complications have been reported such as
splenic injury, lumbar artery bleeding, pseudoaneurysm, arterio-
venous ﬁstula, and intramural dissection of the renal collectingFig. 2. Abdominal computed tomography after supportive treatment. (A) A 500 mL bottle
matoma is noted in the retroperitoneum after percutaneous nephrostomy catheter removasystem.4e6 However, to our knowledge, this is the ﬁrst case of IVC
injury as a rare complication during PCN with a successful experi-
ence of PCN removal without exploratory operation.
The IVC is formed by the anastomoses of the left and right
common iliac veins. It is posterior to the abdominal cavity and runs
along the right side of the vertebral column. Furthermore, the IVC
lies along the transverse rotation axis of the right kidney hilum,
which is the target of PCN puncture. As a result, the risk of IVC
injury should also be kept in mind due to the close anatomical
relationship of the right kidney and IVC. Abnormal resistance
during tube revision, unusual advanced PCN tube depth, and
consecutive bloody drainage can give us the hints of this threat-
ening complication; thus, we should consider an alternative PCN
revision method, such as PCN revision under ﬂuoroscopy.
To date, injuries to the IVC remain highly fatal, with mortality
rates conventionally higher than 50%, particularly for the less
accessible segments (such as retrohepatic, suprarenal, IVC, and
iliac bifurcation).7e9 Generally, direct compression above and
below the injury section during IVC exposure should be done via
surgical approach; principally, repair and ligation are the pre-
dominant technical options for such penetrated infrarenal IVC
injury.8
In this case, we observed bloody drainage from PCN catheter
with an advanced PCN depth and abdominal pain after PCN revi-
sion, and emergent abdominal CT showed the IVC injury. Although
no sharp needle or blade was used during this revision procedure,
such a rare life-threatening complication could occur. No previous
experience has been reported in the literature. However, taking the
stable hemodynamic status, old age, and terminal stage of malig-
nancy into considerations, we used a 500 mL bottle and tight
sponge for simulation of direct pressure over the IVC wound
instead of emergent venorrhaphy. After the PCN catheter removal,
repeated abdominal CT revealed no severe bleeding consequence.
Possible explanations for this successful result may be the relatively
low-pressure nature of IVC in a closed retroperitoneal cavity and
satisfactorily direct compression effects by external devices. This
patient’s lean body may be one element contributing to this un-
eventful result (BMI: 19.97 kg/m2); however, there is no deﬁnite
body weight, waist measurement, or BMI deﬁned as the threshold
for conservative compression therapy.and tight sponge usage as direct compression is noted. (B) No further bleeding or he-
l.
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be indicated for blunt caval injury in selective cases. However,
further experience is clearly needed for determining the role of
conservative treatment for penetrating caval injury during PCN
revision.8,10 We should view the emergent vascular repair as the
last but essential strategy when conservative treatment cannot
maintain the stable hemodynamic status.
In conclusion, IVC penetration during PCN revision is rare;
however, this complication could occur and may lead to a life-
threatening consequence. This case provided a successful experi-
ence of PCN catheter removal with conservative treatment. How-
ever, further experience of similar cases is essential to clarify the
roles of both conservative approach and emergent surgery for such
a rare complication of PCN revision.
Conﬂicts of interest
The authors declare that they have no ﬁnancial or non-ﬁnancial
conﬂicts of interest related to the subject matter or materials dis-
cussed in the manuscript.
Source of funding
None.
Acknowledgments
The authors are grateful to those who assisted in the writing of
this manuscript.References
1. Ramchandani P, Cardella JF, Grassi CJ, Roberts AC, Sacks D, Schwartzberg MS,
et al. Quality improvement guidelines for percutaneous nephrostomy. J Vasc
Interv Radiol 2003;14:277e81.
2. Egilmez H, Oztoprak I, Atalar M, Cetin A, Gumus C, Gultekin Y, et al. The
place of computed tomography as a guidance modality in percutaneous
nephrostomy: analysis of a 10-year single-center experience. Acta Radiol
2007;48:806e13.
3. Rana AM, Zaidi Z, El-Khalid S. Single-center review of ﬂuoroscopy-guided
percutaneous nephrostomy performed by urologic surgeons. J Endourol
2007;21:688e91.
4. Thomas AA, Pierce G, Walsh RM, Sands M, Noble M. Splenic injury during
percutaneous nephrolithotomy. JSLS 2009;13:233e6.
5. Chan PN, Wong KT, Lee SL, Yu SC. Lumbar artery bleeding as a complication of
percutaneous nephrostomy in a patient with coagulopathy. Br J Radiol 2004;77:
878e80.
6. Michaelides M, Dimarelos V, Stratilati S, Tsitouridis I. Intramural dissection
of the renal collecting system during percutaneous nephrostomy: computed
tomography ﬁndings of a rare complication. Cardiovasc Intervent Radiol
2011;34:324e7.
7. Asensio JA, Chahwan S, Hanpeter D, Demetriades D, Forno W, Gambaro E, et al.
Operative management and outcome of 302 abdominal vascular injuries. Am J
Surg 2000;180:528e34.
8. Degiannis E, Souter I, Velmahos GC, Benn CA, Levy RD, Saadia R. Penetrating
injuries of the abdominal inferior vena cava. Ann R Coll Surg Engl 1996;78:
485e9.
9. Navsaria PH, Bruyn PD, Nicol AJ. Penetrating abdominal vena cava injuries. Eur J
Vasc Endovasc Surg 2005;30:499e503.
10. Cué JI, Cryer HG, Miller FB, Richardson JD, Polk Jr HC. Packing and planned
reexploration for hepatic and retroperitoneal hemorrhage: critical reﬁnements
of a useful technique. J Trauma 1990;30:1011e3.
